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1. What are Community Health Centers?
2. How Community Health Centers make a difference?
ÅWhat do CHCs deliver?

3. Exporting the model & lessons from GAMC/CCDS.



Community Health Centers
The Basics

ÅNot-for-profit corporations.

ÅLocally controlled - 51% of the Board of Directors are patients 
of the health center.

ÅServe a Medically Underserved Area (MUA).

ÅOffer comprehensive primary care including medical, dental 
and mental health.

ÅOffer a sliding fee schedule (<200% of poverty) to the 
uninsured and serve everyone regardless of ability to pay.
ïServed nearly 70,000 uninsured Minnesotans in 2010.

ïRoughly $36 million of care in 2010.

Å18 CHCs at 55+ sites serving 180,000 patients.



The History of CHCs

Å1965: First two Community Health Centers in 
US
ïMound Bayou, Mississippi

ïColumbia Point, Boston

Å2010: 1,250 health centers serving 20 million 
patients in the US.

Å1965 -> 2010: Bi-partisan support

ïLegacies of both Sen. Ted Kennedy and President 
George W. Bush



CHC Locations in Minnesota



CHC Locations in Metro

(M)



Community Health Centers
Geographic Reach
Å/I/ǎ ŀǊŜ ƭƻŎŀǘŜŘ ƛƴ мс ƻŦ aƛƴƴŜǎƻǘŀΩǎ ут 

counties, yet reach patients from 417 of 
aƛƴƴŜǎƻǘŀΩǎ унт ȊƛǇ ŎƻŘŜǎ όрл҈ύΦ

ÅIn Hennepin County, CHCs serve patients from 
all 74 zip codes.

ÅIn Ramsey County, CHCs serve patients from all 
33 zip codes.

ÅEconomic forces (more uninsured and 
underinsured) results in patients actively 
seeking out CHCs. 



CHC Patient Demographics
Chart 1 : Insurance Status, CHC Patients & MN 

Population



CHC Demographics

2010 PovertyLevels

Family
Size 1

Family 
Size3

100% $10,830 $18,130

200% $21,660 $36,620

Chart 3 : Income Level, CHC Patients & MN 
Population



CHC Services



Uninsured at CHCs



CƛƴŀƴŎƛƴƎ aƛƴƴŜǎƻǘŀΩǎ /I/ǎ



How Do CHCs Make A Difference?

How CHCs 
Make A 

Difference

Improve 
Access

Cost-
Effective

Quality 
Care

Economic 
Engine

Reduce 
Disparities



Improving Access



Improving Access



Improving Access to Care
ÅImprove Access to Primary and 

Preventive Care
ïHealth education, mammograms, pap 

smears and other preventive screenings.

ïCHC Medicaid women aged 40 years or 
older were significantly more likely to have 
a mammogram in the past 2 years than 
Medicaid women nationally. 1

ïMedicaid CHC patients 13.4 times more 
likely to have usual source of care compared 
to non-CHC Medicaid patients (more 
pronounced differences for African 
American and Latino populations). 2

1{ƘƛΣ [ ŀƴŘ {ǘŜǾŜƴǎΣ D5Φ ά¢ƘŜ wƻƭŜ ƻŦ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘ /ŜƴǘŜǊǎ ƛƴ 5ŜƭƛǾŜǊƛƴƎ tǊƛƳŀǊȅ /ŀǊŜ ǘƻ ǘƘŜ ¦ƴŘŜǊǎŜǊǾŜŘΦέ !ǇǊƛƭ-June 2007 J Ambulatory Care Manage 
30(2):159-170.
2{Ƙƛ [Σ {ǘŜǾŜƴǎ D ŀƴŘ tƻƭƛǘȊŜǊ wΦ ά!ŎŎŜǎǎ ǘƻ /ŀǊŜ ŦƻǊ ¦Φ{Φ IŜŀƭǘƘ /ŜƴǘŜǊ tŀǘƛŜƴǘǎ ŀƴŘ tŀǘƛŜƴǘǎ bŀǘƛƻƴŀƭƭȅ - How Do the Most VulnŜǊŀōƭŜ tƻǇǳƭŀǘƛƻƴǎ CŀǊŜΚέ aŀǊŎƘ 
2007 Medical Care (45)3: 206-213.  



Cost Effective

Category MeanMedical 
Expenditures

CHC Patient vs. 
Non-CHC Patient

AfricanAmerican 62% less

Poor 44% less

Medicaid 32% less

Uninsured 43% less

Source:2004 Medical Expenditure Panel Survey 
of 213 million persons with an office visit in 
2004. Robert Graham Research Center.

Category AnyED Use During 
Calendar Year

Not CHC 
User

CHC User

AfricanAmerican 20.8% 13.0%

Poor 24.0% 16.4%

Medicaid 21.4% 13.8%

Uninsured 19.0% 18.3%

Source:2004 Medical Expenditure Panel Survey of 
213 million persons with an office visit in 2004. 
Robert Graham Research Center.

Table 1: Comparing Per Patient 
Medical Expenditures

Table 2: Comparing Emergency
Department Use

ÅOverall, CHCs MEDICAID patients mean medical expenditures 
are 32% lower than non-CHC patients and 35% less likely to 
use the ER



Quality Care

ÅScored at or above average on 7 of the 12 
measures reported by the Statewide Quality 
Reporting and Measurement System.

ïRespiratory infection treatment, chlamydia 
screening, cervical cancer screening, controlling 
high blood pressure, breast cancer screening.

ÅPatient Satisfaction scores exceed 90%.

ïWould recommend CHC to family or friend, overall 
care, and met specific cultural/socio-economic 
needs.



Economic Engine

ÅCommunity Health Centers generate both 
direct and indirect economic activity in some 
ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ŀǊŜŀǎ ǿƛǘƘ ƘƛƎƘŜǎǘ 
unemployment.

Greater MN Twin Cities TOTAL

Direct FTE 227 FTE 856FTE 1,083FTE

Direct Activity $21.1 Million $95.6 Million $116.7 Million

Source: MNACHC Uniform Data System, 2009

bƻǘŜΥ !ōƻǾŜ ŜǎǘƛƳŀǘŜǎ Řƻ ƴƻǘ ƛƴŎƭǳŘŜ άƛƴŘƛǊŜŎǘέ Ƨƻōǎ ŀƴŘ ŜŎƻƴƻƳƛŎ ŀŎǘƛǾƛǘȅ ǘƘŀǘ ǊŜǎǳƭǘ ŦǊƻƳ 
CHC operations.



Reducing Health Disparities

Source: MDH Center for Health Statistics and MNACHC
Note: LBW = Less than 2,500 grams



ά.ǊŜŀƪƛƴƎ 5ƻǿƴέ .ŀǊǊƛŜǊǎ ǘƻ /ŀǊŜ
ÅENABLING SERVICES are key to patient access and 

eliminating disparities based on race and socio-
economic status.

ÅPatient and Community Education

ÅPatient Outreach

ÅTransportation

ÅCase Management

ÅTranslation/Interpretation

ÅDramatic growth in these services over the last 5 
years.



Challenges for CHCs
ÅFinancing the increasing numbers of 

uninsured at CHCs

ïAverage annual increase of 11% per year.

ÅFundraising/philanthropy challenges.

ÅAccess to specialists ςespecially the 
uninsured.

ÅWorkforce shortages (and getting worse)

ïFamily practice, mental health providers (e.g, 
clinical nurse specialists) and skilled IT staff.



GAMC Lessons Learned
Å6,000 GAMC patients at CHCs
ïDisrupted care for patients with complex needs that relied 

on small CHCs as their health care home.

ïSome patients stayed with CHCs ςas uninsured, especially in 
greater MN

Åά{ƛƭǾŜǊ [ƛƴƛƴƎǎέ ŦǊƻƳ D!a/ ŜȄǇŜǊƛŜƴŎŜΥ
ïInvestments into primary care yield lower costs to the 

system (avoid trips to the ED, hospitalizations).

ïCannot separate mental health and/or dental services part 
ƻŦ ŀ ǇŜǊǎƻƴǎ ΨƘŜŀƭǘƘΩ

ïSome hospitals (CCDS) utilized the CHC outpatient expertise 
(especially around mental health) to serve GAMC population



Exporting the CHC Model
ÅHelpful Tools For CHCs
ïFederal/State/Local grants.

ÅCHC Appropriation from MDH

ïPrivate philanthropic grants.

ïProtecting low-income 
patients access to CHCs under 
delivery models.

ÅStay with health care home

ÅPatient satisfaction

ï IT connectivity throughout 
system

ïWorkforce strategies, 
especially primary care

ÅSetting (Mandating) 
Expectations
o Primary care across all life cycles

o hŦŦŜǊ άŜƴŀōƭƛƴƎ ǎŜǊǾƛŎŜǎέ ǘƻ 
enhance access for patients that 
face barriers

o Case management and patient 
education (e.g., community 
health worker)

o Integrating care ςmedical, 
mental health and dental

o Sliding fee schedule to the 
uninsured

ÅLocal/community 
approaches to meeting 
expectations.



Contact Information
www.mnachc.org
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Jonathan.watson@mnachc.org

612.253.4715, ext. 11

www.twitter.com/mnachc


